Discussion
The reporting of the prevalence of sexual risktaking behaviour will depend on the setting, the date and the methodology of the study. For example in a series of 599 attenders at a Norwegian8 STD clinic (1989), it was found that 41% of subjects had casual sex abroad. Sixty seven percent of Swiss tourists visiting Africa, Latin America and the Far East between 1987 and 1989 had casual sex, in half the cases with a prostitute.9 Several UK-based studies have been published. In a community based study'0 (1992) using a random sample taken from a semi-rural general practice (Nottingham) age-sex register it was found that 66% of the sample had reported travel abroad with only 5% admitting to casual sex with a new partner abroad.
As expected, studies carried out in clinic or hospital out-patient settings find much higher levels of risk behaviour. For example a seroprevalence study2 carried out in the London Hospital for Tropical diseases out-patients department found that 72.9% of heterosexual travellers (who had been abroad for less than two years) had one or more sexual partners from a country in which HIV was transmitted by heterosexual contact. A study carried out in a London GUM clinic6 in 1991, involving 250 consecutive attenders showed that 32% had sex abroad with a local contact although more specifically in only 21% of cases was this with a new rather than a regular partner.
In our study 28.4% of subjects admitted to casual sex abroad with a new partner. This figure is much higher than the 5% reported from the community study'0 and closer to the 21% reported in the London GUM study.6 The percentage of clinic attenders (7.3%) that reported travel abroad, is likely to be an underestimate because little is known about those who refused to participate, since the questionnaire was self-administered.
We found that, for a sub-group where sufficient data were available, 72% of visits were to Europe where 37% had consistently used condoms. Travel to Africa and to S.E. Asia accounted for only 3.7% of visits. Fortunately no new partners were reported for the subgroup visiting African destinations although in the S.E. Asian destinations only one out of the three subjects reported condom use. In view of the known link of travel to S.E. Asian destinations and sex-tourism this finding is cause for concern. Unfortunately no data are available for commercial sexual contacts abroad.
Increasing the number of casual sexual contacts will inevitably increase exposure to STDs. We found that of subjects who admitted to casual sex with a new partner abroad 29% had multiple partners. The likelihood of casual sex with more than one new partner did not vary by gender, race/ethnicity, type of visit or type relationship (heterosexual or homosexual).
Little research has been published on the relationship between ethnicity and partner choice in GUM subjects as a group. Subjects had been asked the country of origin of their partners abroad. This allowed analysis of partner choice as either UK or non-UK. This grouping distinguishes between those who would have had casual sex with "local" partners or other foreign nationals from those whose partners were from the UK. It was found that for Caucasian study subjects, first partners were more likely to come from the UK than subjects from the other ethnic groups. Owing to small numbers, however, the confidence intervals are wide.
The Nottingham community study'0 revealed that only 30% (5 out of 17) had exclusively used condoms. This is lower than the proportion (41-7%) of subjects who claimed to have always used condoms in our study. In other studies condom use has been variously reported as 19%2 (14 out of 74) and 32%.7 Daniels et al reported condom use in 25% of women, 58% of heterosexual men and 71 % of homosexual men with casual partners abroad.6 Thus, the finding of only four in 10 people protecting themselves in our study group is disappointing but in keeping with other reports.
In conclusion the results of this study confirm that sexual risk-taking behaviour occurs in significant proportion of patients attending a GUM clinic in a provincial UK setting to a degree that gives cause for concern. Risktaking behaviour was not confined to being male or female or by type of travel (holiday or business). Further research is necessary to clarify relationship between ethnicity and type of relationship, to allow targetable risk factors for effective health promotion messages to be developed.
